prepared by grinding, after the surrounding bone had been shelled off (the bone was nowhere adherent). The other was decalcified, with the surrounding bone and soft tissues in situ, cut in celloidin, and stained for examination with hbematoxylin and eosin.
The ground section. Slide A, fig. 1 .--In appearance it conformed with the standard description of such a tumour. Enamel dentine and cementum occur in their developmental relationship to each other. The convoluted enamel-covered surface is on the deep aspect; the basal or radicular surface (although there is no root) is on the superficial aspect. In this region there is a thick localized area of very irregular vascular cementum. Only one other similar area occurs and over most of the rest of the surface is a regular layer of laminated cementum such as one sees at the root bifurcation of molars. Imbedded in the main area of the^vascular cementum is a localized area of enamel with the prisms cut in varying directions. l s X z z t ṽ. . . . . . . . . . , . ' , i . . , FIG. 1 -SLIDE A x 6 (APPROX.).
A. Enamel covered surfaces of dentine processes. B. Enamel covered clefts in the deintine cut transversely. C. Apex of cleft cut longituidinally lined with enamel and covered by an irregularly calcified cementum. D, D. Areas of vascular cementum. E. Isolated area of enamel wiith prisms cut transversely. F. Laminated cementum.
In the deepest convolutions there is calcified connective tissue with cells included, on the surface of the enamel it bears little resemblance to true cementum.
There is slight granularity sporadically in the enamel and a few interglobular spaces in the dentine, but on the whole these tissues, with the cementum, appear to be well calcified.
The decalcified sections. Slides B, C, D, E.-A detailed comparison between the ground and decalcified sections cannot be made because they do not conform at all closely; but this is merely evidence of the complexity and irregularity of the infoldings of the formative epithelium. For the most part ptocesses of dentine of perfect form are seen running in various directions and cut at different angles; with, in some places, a regular formation of granular cementum, and in others a more irregular deposit of calcified connective tissue arranged in contorted lamintn, deposited on them. Large empty spaces, from which the enamel has been completely removed in decalcifying, are present. Other similar spaces have considerable remnants of 1462 54 55 Section of Odontology 1463 decalcified enamel showing great regularity in the structure of the prisms. In one area, probably the basilar part, a very much more primitive arrangement of dentine and cementum is seen, with traces of extremely hypoplastic enamel. A narrow convoluted band of dentine with scanty tubes running in all directions and with crenated edges surrounds a series of empty spaces filled in the recent state with enamel. In this dentine also are areas some of which are filled with hypoplastic enamel; and otber and smaller ones containing groups of enamel, calcospherites.
Other areas contain cementum formed or calcifying, or follicular tissue. The arrangement indicates an extreme and most irregular infolding of a part of the formative organ followed by an incomplete effort at calcification (fig. 2 ).
The follicular tissues.-The connective tissue is that usually found in the follicle of a developing tooth (figs. 3 to 6). The epithelium presents many points of interest. In the deepest and narrowest fissures of the enamel the epithelium has the same features that are seen in Nasmyth's membrane in the deep fissures of a developing premolar. It is many cells thick.' The cells are flattened in contact with the enamel, and rounded and swollen, with the intercellular bridges well marked, in the centre of the strand. Here the staining reaction is poor (D, fig. 3 ). On A4. Dentine. B. Areas originally containing enamel. B'. Decalcified enamel remnants. C. Follicular tissue containing many epithelial rests. D. Cementum. E. Narrow band of follicular tissue with Nasmyth's membrane on its surface passing into a deep fissuire to join up with El (shown more highly magnified in fig. 3 ). F. Bone.
other and superficial areas of the enamel the membrane is seen either as an even layer several cells thick (B, fig. 4 ) or keratinized. In one area, possibly due to obliquity in cutting the incompletely degenerated epithelium, the membrane appears double, while between the layers is a compact miiass of cells flattened externally and rounded in the centre, completely isolated and surrounded by dead debris. The free epithelial rests are varied. Large irregular masses are seen with prolongations running among the connective tissue fibres (D, fig. 4 ). Other masses of cells in columns spring from Nasmyth's membrane and run into the follicle (D, fig. 5 ).
Of the groups of cells in rounded masses, there are a very large number to be seen scattered irregularly among the fibres of the follicle. Some of these have keratinized. Others appear to have calcified. There are many isolated masses of calcification in the follicle, some of which lie in groups. They appear to be composed of cementum, and there are indications of further calcification actively in progress to produce their fusion (fig. 6) . interesting. It appears that the formation and calcification of the main mass of dentine and enamel has come to an end. There is evidence that the formation of cementum is still in progress in the basilar part-cementum of a developmeLtal and 1466 Proceedings of the Royal Society of Medicine 58 not an inflammatory type. Sporadic calcification in isolated areas, both in epithelium and connective tissue, is occurring and it seems possible that such calcification, if continued, might unite these masses with each other and with the main mass. Figure 6 shows three such masses being fused together. Also, in any such tissue where the epithelial rests of Malassez are so abundant, there is always the possibility of the formation of epithelial cysts."
[Photomicrographs by G. A. Walker, Guy's Hospital.]
A Case of Two Buried Lower Molars.
By J. DRAPER CAMBROOK, L.R.C.P., M.R.C.S., L.D.S. SOME vears ago, I saw a patient who was edentulous in the upper jaw, but had 754321 1234 in the lower jaw. I extracted these teeth and fitted a full lower denture.
Two years afterwards, the patient began to have pain in the left shoulder and arm, which later spread to the left side of the chest. She then noticed that there was a ........ tooth erupting in the left lower molar region. I examined the mouth, and discovered what was presumably an erupting mo'lar with its occlusal surface directed backwards. A skiagram was taken and showed two buried molars, presumably 78, with their crowns in opposition and that 17 had come into viewhby the absorption of the overlying bone (see fig.) . I operated and chis'elled away the surrounding bone, but even when there was a clear opening I could not detach them. One of them was so firmly attached to the hone that it broke during its removal but finally both of them were removed satisfactorily. The patient's recovery 'Was quite normal and the pain in the arm, shoulder, and chest wall gradualIly disappeared. This condition of buried molars with their crowns in opposition is very rare. Mr. Frank Coleman reported two cases here about two years ago.' In both those ca'se's also there was an' intimate connection between the teeth and the hone aind considerable difficulty was experienced
